4 elements of public policy. As a matter of fact seldom do we see any public problem solved by singular decisions.
Health in its consecrated, medical understanding refers to the vitality to perform organic functions or, in a negative perspective, the absence of illness. This conventional, negative connotation, according to Baggott (2011) has gained momentum due to advances in medicine and to the commercial development of medical services. From public perspective however one can take a more positive view by looking at the social, environmental and psychological well-being of society. It is true that the determining factors in the health of a population are primarily biological and sometimes genetically-rooted, but individual behaviour and societal conditions also contribute to the ultimate health and well-being of individuals. Bryant (2009) defines a health policy as being a subset of a public policy. In another simple definition Porche (2012, 6 ) defines public health policies as being those policies outlined by the legislative, executive or judicial power that set the course of actions which will affect the health of the population. One should remark the onus put on all three powers of the state in having responsibility for the health of the population. If one accepts that health is a public good then its non-exclusivity and non-rivalry qualities must be attached too. This in turns suggest the impossibility of provisioning it through free market mechanisms. Regulatory authorities have a wide range of instruments to replace market mechanisms. Among these one can mention prohibitions, licensing, price, rate, and quantity restrictions, product standards, technical production standards, performance standards, subsidies information provision, and assigning property rights and liability (Eisner, Worsham, and Ringquist 2000, 13) .
Public healthcare is one of the major challenges for both individuals and governments alike in today's context of rapid developments in the medical services industry. As spectacular as medical progress may be, the benefits of it are not always harmonized with individual real needs of a higher life quality. In terms of quality of life, the health component does not include just an individual's health, but also the level of access to health Social Change Review ▪ Summer 2016 ▪ Vol. 14(1): services and the way these services can be utilised. Also one may include behaviour, attitudes and values in regard to health. (Pop 2010, 280) .
Public healthcare is a social construct because 'it could not have existed had we not built it' says Bhattacharya (2013) . A commonly agreed definition of public healthcare still doesn't exist. Seltzer states that 'the public health expert considers health from the perspective of entire communities, neighbourhoods, cities and states. Public health even addresses disease prevention and health promotion on a national and global scale' (Seltzer 2011, 3) . Other definitions are claimed as being positive for looking at the health and not at the illness and for focusing on public policy.
'Public health is a role of local state, and national government in assuring conditions in which people can be healthy' (Carter and Slack 2010, 2) . For this study we will assume the latter as a working definition. The history of modern public healthcare is littered with major changes. The dramatic impact of widespread communicable diseases like flu or poliomyelitis, the development of vaccines to address illnesses such as measles in children, the wide use of antibiotics for various infections, the appearance of public threats like AIDS, all brought a significant contribution to the development of public policies (Matthews 2009, 28) . Holdinger and Schutchfield consider that after the attacks of September 11, 2001 on the World Trade Center and on the Pentagon 'the new century epidemic is terrorism and bioterrorism, and the response is public health preparedness' (Holsinger and Scuthfield 2013, 18) .
The new public healthcare includes health education, social marketing, epidemiology biostatistics, diagnosis screening, immunisation, public participation in policy making, cross-sector collaboration, ecology, health advocacy, and health economics. All of the above are in addition to or replace traditional approaches in disease coping like quarantine, isolation or sanitary inspections. (Petersen and Lupton 2000, 5) .
A sensitive problem in the domain of public health is that of professional ethics. Hester (2006, 1) argues that in that respect public health is unique in that it is constantly concerned with communal rather than 6 universal objectives which unavoidably require the sacrifice of individual interests.
In order to achieve a comprehensive public health policy one needs to consider the needs of and the impact on all the stakeholders. This is why most public policies can only be drafted by a series of decisions taken in concert by several decision makers from different ministries or departments.
One should also consider that there are limits to policy making due to a lack of resources or to resistance from some of the stakeholders. Public policies are designed with certain goals in mind, truism that is also stated by William Jenkins (1978) when he says that public policies are decisions taken by governments, decisions that establish a precise goal and state the means through which it can be achieved.
The cast of actors which participate in the policy making process is diverse, as mentioned, and includes not only the decision-makers, but also the decision-implementers, those that have a say in the content, the execution or the implementation of the policies. It includes in other words not just entities of state (ministries, commissions, agencies, etc.) but also those of civil society like unions, NGOs, advocacy groups and other interests directly or marginally involved in the public process (Păceşilă 2008 ).
The work of Buse, Mays and Walt (2012) iterates the contextual factors which influence the policy for public health. Out of those, the political system is mentioned as being a relatively stable structural factor. In democratic countries the political system generally supports the principles of social justice and recognizes them as facilitators of public welfare. Social justice according to Powers and Faden (2008, 10) A 2011 World Bank report shows that the Romanian health system falls short of health outcomes in richer nations, but it performs well relative to countries with similar income levels (Word Bank 2011, 9) . Life expectancy at birth -one of the leading indicators at which Malta for example is faring best in the EU -is lower for countries like Hungary, Bulgaria and Romania.
In Table 1 Healthy Life Years at Birth is also a relevant indicator for public health. Table 2 depicts some significant differences between genders in different countries at different points in time. The first thing to notice is that although women tend to live longer than men overall, they have lower chances at the number of healthy years. This aspect negatively affects women's quality of life and the tendency is away from that of men's. Concretely while the gender difference in Romania was 5.6% in 2007, it went up to 8.2% in 2013.
With the exception of Malta, is also noticeable a tendency of a decrease in the proportion of healthy years to the total life expectancy years for both genders during the same period; the most dramatic decrease is in Bulgaria, who occupies the bottom spot at other indicators too (BuŃiu 2014).
The self-perceived health is an indicator of the psychological wellbeing of respondents. If one looks at this perception of adults over 65 years of age one can see significant differences between Romania and other European countries. In 2014 only 19.3% of Romanians felt themselves as having a good and very good health in comparison with the EU average of 37.6%. Gender-wise 10% more Romanian men than women feel in good health. 1 For the same age cohort the lower opinions of self-perceived health according to Eurostat 2 seem strongly associated with lower incomes, fact which raises the question as to what degree poverty creates a negative selfperception of health. The differences between the self-perception of being in a good and very good health of the first and the fifth quintile of equivalised income is greater than 10% for Romania, but even greater than EU average (Table 3 ). Most likely, the expectations of better health and of easy access to health services are greater in countries with higher quality of life. Also noticeable is the difference between men and women whereby women tend to be less satisfied with their health, regardless of their economic status, but noticeably less so in poorer than EU average countries like Romania.
The data in Table 3 is also supported by more objective indicators like the healthy life expectancy from Table 2 and the total life expectancy from Table 1 . The lower the healthy life expectancy and the total life expectancy indicators are, the less positive self-perceived level of health appears to be.
Healthcare system in Romania
National healthcare systems are complex social organisations that continuously develop and supply health services. The power centres inside these systems have different functions, interests and expectations. Generally 1 According to Eurostat (http://appsso.eurostat.ec.europa.eu/nui/show.do). 2 Eurostat (http://appsso.eurostat.ec.europa.eu/nui/submitViewTableAction.do).
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Decision makers in public healthcare systems are under continuous pressure to adjust objectives and to cope with long-term evolutions like medical progress, cost increases, political demands and the overall increase in healthcare needs of the society. They must continuously balance the higher demands with minimal costs and make hard choices when resources are limited.
To some extent, the healthcare system of Romania is tributary to its pre-1989 ancestor. Looking at healthcare systems of several ex-communist countries M. Roemer (1993) Increased costs result in a decrease in access to services. According to the self-reported unmet needs for medical examination rates from Evans et al. (2001) , the effectiveness of a healthcare system is directly proportional to its per capita funding. Despite the increase in healthcare budget both in real terms from EUR 90 per capita to over 200 and in % of GDP from 3% to 4% during the past few years, Romania continues to lag behind in the amount of resources it allocates to healthcare. 4 The privatisation of medical services in Romania occurred with different speeds for different specialties. The fastest and most spectacular change happened to pharmacies and to dental cabinets (Table 5) (Table 5) .
As for the public healthcare units, Table 6 shows a general decline in numbers, public dental cabinets for instance declining by half in seven years and public pharmacies not only declining in numbers, but having been ten When actions that lack vision are taken, negative effects manifest on the public. The example of pharmaceutical products is by now notorious, for many fraud and corruption scandals made headlines in national papers. The mushrooming of highly priced, highly profitable private pharmacies in a country that is the second-poorest in the European Union is an indicator of large public monies being siphoned out of state's resources.
Access to quality medical assistance is restricted for those with low disposable incomes, the result being the degradation of the population's health followed by the negative economic effects of a drop in work capacity and consequently in income levels. This vicious circle traps poor families in a state of social exclusion.
Taking into account the health resource demand consequences of the demographic ageing on one hand and the progress and innovation in medical science on the other, good public health policies in Romania (as elsewhere) will have to become more focused on major objectives, will have to develop feasible action plans and will have to be properly financed if the system is to serve the public effectively. Sadly the Romanian National
Health Strategy for 2014-2020 and the Action Plan for the Implementation of the National Strategy for 2014-2020 are examples of bureaucratic documents that two years after their adoption have yet to produce measurable effects.
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Conclusions
Nowadays both the public at large and the policy makers have at the centre of their attention the issue of public health. The demographic ageing and the increase in life expectancy at birth are two of the major factors that put the spotlight on the subject of healthcare, eliciting calls from the community to respond to the modern challenges of effective healthcare.
Welfare, as public policy objective, implies primarily the health component. The quality of healthcare and the access to it are reliant on the effective organisation and financing of the health sector, on the sector's resources, both human and technological, as well as on the strategies to generate value from all the ingredients above. The behaviour of the service providers, the interactions between the actors in the system, the material and informational resources are components that matter more and more in policy design.
Health is a dimension of life that rests on a complex of several public sectors, levels and social actors. The lack of an adequate public policy leads to the inability of the public to manage its health problems. That is why the strategies and health policies represent key ingredients in the recipe of social intervention. As long as healthcare costs are rising, the inequity engine of social exclusion will likely remain the most toxic agent affecting our health.
For that reason public health policies need the support of social inclusion ones.
While in Romania social inclusion has been for some time on the agenda of social policy makers, it only now that the issue of health is being looked upon as another risk factor for exclusion. Those at risk of social exclusion are facing not just exclusion from the labour market or from education, but also exclusion from the opportunity of a healthy life and that is why health policy cannot be a medical sector-only issue, but a cross-sector concern.
